is usually taken because the patient is violent, unresponsive to standard treatment, and is hazarding the safety of the ward environment. A senior nurse normally makes the initial decision to begin seclusion and a doctor makes an assessment later. Typically, secluded patients have schizophrenia or mania: other diagnoses are less frequent. As a group secluded patients are significantly younger and stay in hospital longer than non-secluded patients.6 There are few other differences between the two groups.
The use of seclusion in practice is described in a report from a 25 bed long stay British ward for disturbed and aggressive women. '9 In a year there were 69 episodes of seclusion, affecting 15 patients. In half of the incidents seclusion lasted for less than an hour; the average duration was two and a half hours and the longest period 23 hours. Peak occasions for seclusion were mealtimes and days when there was a change of nursing shifts. About half the patients were settled or asleep while in seclusion, but the rest kept up a disturbance. In a quarter of the episodes patients continued to be disruptive after seclusion; nevertheless, generally seclusion was succeeded by quiet behaviour.
There is probably some truth in the belief that seclusion secures "an irritable brain from causes of increased irritability."20 Nevertheless, its benefits, when they occur, are more likely to be due to appropriate medication and attention from staff. Moreover, like many medical interventions, seclusion may also have adverse effects. In one study of 63 patients such difficulties were noted in 30 cases' 8: 19 patients assaulted staff; eight deliberately injured themselves; four destroyed the room; in four the mental state deteriorated; and three patients deteriorated physically because of unrecognised organic conditions. Finally, in no fewer than 16 of the 63 cases few or no medical records were kept of the seclusion.
As a minimum safeguard hospitals should always have strict regulations about the use of seclusion; these should include the requirement that secluded patients are visited routinely and often by medical and nursing staff. Each of the special hospitals has an established procedure for using and recording seclusion, and similar arrangements apply in mental hospitals.11 21 22 None the less, both in Parliament and in the National Health Service concern is still being expressed about the use of seclusion.22 Perhaps this concern should also be linked to recognising that the National Health Service has to find ways of treating more of its disruptive and aggressive patients without resorting to bans on admission or relying on the prison service. 3 however, that the lymphatic drainage of the oesophagus is not segmental, and regardless of the level of the primary tumour metastatic deposits may be found in lymph nodes anywhere between the external jugular vein and the coeliac axis.9 The frequency of this extensive spread has been shown in recent reports from Japan. At operation the extent of spread to the lymph nodes has been assessed in relation to the level of the primary tumour within the thorax. In one series of 354 patients,10 almost one-third of those with tumours in the upper or middle third of the oesophagus had spread to the nodes of the upper stomach, while two-thirds of patients with tumours in the lower third had spread to those nodes, 21% had spread to the coeliac nodes, 15% to the splenic nodes, and 10% to the common hepatic artery nodes. Even more disturbing is a report on 36 patients in whom extensive nodal currettings were carried out at operation.11 Ten of the 36 had "jumping" metastases to nodes in the neck or abdomen with no intrathoracic metastases. Regardless of the level of the primary tumour left supraclavicular nodes were affected in seven patients and, surprisingly, right supraclavicular nodes were affected in nine.
A surgeon contemplating resection for oesophageal carcinoma must therefore decide whether he can indemnify the patient against recurrence at the anastomosis and also against recrudescence elsewhere. Recurrent malignant dysphagia may be prevented by resecting at least 12 cm on either side of visible tumour-even though this may demand resecting most or all of the stomach and most or all of the thoracic oesophagus for tumours at or near the gastric cardia.'2 Continuity should be restored by leading the jejunal or colonic conduit as far as possible from the oesophageal bed-which may still harbour microscopic residual tumour that might later invade and obstruct the conduit. Wide bypass without resection is infinitely preferable to inadequate resection, and the operative mortality is much lower.
The patient cannot be indemnified against recurrent tumour at sites other than the anastomosis. Even if the supraclavicular, mediastinal, coeliac, splenic, hepatic, and gastric lymph nodes were routinely dissected bloodborne metastases may already be present. Roberts recently recommended that mediastinal and abdominal node biopsy should be performed before submitting patients to radical resection.13 In view of the reported high incidence of spread to the supraclavicular nodes biopsy should be considered before even opening the abdomen or chest-since they are not routinely irradiated in radiotherapy for squamous Despite the similarity in their activity the antibacterial agents vary in their pharmacokinetics. Ampicillin is only moderately well absorbed from the gut (about 40% is recovered in the urine). The esters and related compounds are more completely absorbed. Equal oral doses of amoxycillin and ampicillin achieve serum concentrations at a ratio of 2:1,1112 and the urinary concentration of amoxycillin is higher. Bacampicillin and talampicillin have similar absorption characteristics to amoxycillin. '3 14 Verbist15 reported that pivampicillin was better absorbed than amoxycillin, while other authors consider that its absorption is between that of amoxycillin and ampicillin.16 Peak serum concentrations of ciclacillin are thought to be five times higher than those of ampicillin after equal doses, but the excretion of ciclacillin is fast and the concentrations fall rapidly. '7 The enhanced absorption of amoxycillin, talampicillin, bacampicillin, and pivampicillin means that they may be given less often than
